258 


SOUTHERN MEDICAL JOURNAL. 


blood-pressure existed, notably in shock, which 
is essentially a vaso-motor paralysis. Their 
use in cardiac disease is only indicated where 
there is a considerable overload of the heart, 
and should be considered in the same light as 
venesection. Very often as stated under para¬ 
graphs on digitalis, it is desirable to overcome 
in part the vaso-constrictor effect of this drug, 
and a careful balancing of the effects of ni¬ 
trites and that of"digitalis might be the most 
desirable therapy. Fortunately such an indi¬ 
cation is compartively infrequent. With the 
very thoroughly studied action of lowering 
blood-pressure in mind, the advisability of 
their use in controlling internal hemorrhage 
might suggest itself. The indication would 
be absolute if the bleeding vessel could not 
be expected to dilate, too. This is as impossi¬ 


ble as to expect a bleeding vessel to contract 
more than an intact one after ergot, or other 
vaso-constrictor. However, as the vessels of 
brain and pulmonary area do not share com¬ 
pletely in the general dilatation, hemorrhage 
into these areas might be treated in this way, 
if the blood pressure were high, or if there 
were a margin of safety to work on. 

I have not discussed every drug known to 
have an effect on the circulation. Nor have 
I attempted to set forth anything new in phar¬ 
macological research. This effort is chiefly to 
call attention to the necessity of accurate study 
of the effect of drugs on the vessels, to the end 
of having in mind a distinct and clear-cut no¬ 
tion of its limitations, and of what each drug 
can be expected to accomplish. 
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Extra uterine pregnancy, or extra uterine 
fetation, is a condition in which we have the 
attachment and growth of a fertilized ovum 
upon any part of the generative tract other 
than the uterine mucosa. It has been recog¬ 
nized for centuries, the first case being re¬ 
ported by an Arabian physician, Albucasis, in 
the eleventh century. In 1500, Jacob Nufer 
is supposed to have operated on his wife for 
this condition. Occasional cases were report¬ 
ed up to 1741, when Biancte made the first 
classification of the varieties. In 1836 Dez- 
miris made the classification that is used to¬ 
day. The first diagnosis of unruptured tubal 
pregnancy was made in 18S3. Though the 
pathology of the condition was known as seen 
on autopsy, still little advance in management 
was made up to twenty-five years ago. 

ETIOLOGY. 

There arc two views held to account for 
this condition: One advanced by Dr. Web¬ 
ster, who says that the tubal tissues must be 
capable of undergoing a genetic reaction, the 
formation of a true decidua, being then a 
reversion in these tissues to an earlier mam¬ 
malian type, either in structure or reaction 
tendency; the other and the one more general¬ 
ly held, is that there is interference with the 
normal functions of the tube, due either to 
congenital abnormality, or to some inflamma¬ 
tory change within or without the tube as the 
result of gonorrheal infection or that fol¬ 
lowing labor or miscarriage. 

PATHOLOGY, VARIETIES AND TERMINATIONS. 

It is generally divided into tubal, ovarian, 
and abdominal. Though cases of primary ab¬ 
dominal pregnancy have been reported, their 
existence is doubted by Dudley and many oth¬ 
ers, who think that such cases are always sec¬ 
ondary. According to Edgar, ectopic gesta¬ 
tion is variously estimated to occur from one 
•Read before Middle Tennessee Medical Soci 


in 500, to one in 10,000 normal pregnancies. 
86.7 per cent, are tubal, 4.8 per cent, ovarian, 
8.5 per cent, abdominal. The possibility of 
ovarian pregnancy was under dispute from the 
17th century until 1901. It is very rare. In 
1893 Dr. Catherine von Tussenbrceck of Am¬ 
sterdam, reported a case. Bland-Sutton was 
unconvinced until 1901, when he made an ex¬ 
amination of the specimen, and attested to the 
correctness of the claim. In the May number 
of Surgerv, Gvnccology and Obstetrics, there 
is an article reporting a case and also mak¬ 
ing a classification of all others that had been 
collected, sixteen of which were considered 
positive, all being under three month’s devel¬ 
opment, fifteen probable, twelve being at term, 
and nine fairly probable. In 1878, Spicgle- 
berg laid down the four necessary conditions 
which should be present to positively establish 
the existence of this variety. First, the tube 
on the same side must be normal and have no 
connection with the sac. Second, the fcetal sac 
must occupy the position of the ovary. Third, 
it must be connected to the uterus by the ova¬ 
rian ligament. Fourth, ovarian tissue must be 
found in several sections from the cyst wall. 
It is often difficult, however, to fulfill all these 
requirements. Dr. Webster exhibited a case 
where the embryo was shown in the unbroken 
sac imbedded in the ovary. Pryor claims to 
have had a case at term. The great majority, 
however, are primarily tubal. Tait believed, 
and many today agree with him, that they are 
all originally tubal. Tubal pregnancy may be 
in the isthmus, ampulla, or rarely in the inter¬ 
stitial portion. We may have a pregnancy 
developing in the rudimentary horn of a bi- 
cornate uterus. Usually it is single, but may 
be multiple. In the Journal of the American 
Medical 'Association, December, 1907, five 
cases of twins were reported. In American 
Medicine, 1902, cases of triplets was reported, 
•ty, Centerville, Teun., May 22, 1908. 
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Both tubes may be affected or there may be 
a combination of the intra- and extra-uterine 
forms. In 1906, Dr. Barr reported a case in 
one side of a double uterus where no connec¬ 
tion between this side and the vagina could be 
demonstrated. 

The tube at first is hypertrophied, then 
thinned as the growth of the ovum progres¬ 
ses ; generally grows up and posteriorly 
towards the peritoneal cavity, may grow down 
between the layers of the broad ligament, 
rarely reaches maturity, the death of the foetus 
being due to hemorrhage,, separation of pla¬ 
centa and starvation of ovum. The placenta is 
formed from tubal tissues almost entirely, un¬ 
like the formation in normal pregnancy. Web¬ 
ster claims that decidua vera and a decidua re- 
flexa are formed. Bland-Sutton. Edgar and 
others deny this. In the interstitial variety 
rupture usually takes place early. If intra- 
pcritoneally it is the most serious and rap¬ 
idly fatal, may take place into the uterus or 
the broad ligament. Abortion generally takes 
place by the eighth week, when the ostium 
abdominalc is supposed to close. If complete 
the vessels may contract, bleeding stop .and 
the products of conception be absorbed. If in¬ 
complete the bleeding is usually prolonged 
and may jeopardize the patient’s life. If at¬ 
tempted and the hemorrhage confined, the 
feetus dies and a tubal mole is formed. Rup¬ 
ture occurs as a rule by the twelfth week, but 
may occur earlier. Most surgeons claim that 
in very early rupture there is not so much dan¬ 
ger from hemorrhage, but this is questioned 
by Douglas Taylor and others, who report 
cases where death followed in a very few 
hours. -In late rupture the opening may be 
plugged by placenta or feetus, the direction of- 
rupture is most often into peritoneal cavity. 
If the hemorrhage is slight, an hematocele is 
formed, walled off, and generally absorbed, 
unless suppuration occurs. After rupture in¬ 
to the peritoneal cavity, if the placenta remains 
attached and the foetus continues to grow, it 
constitutes the tubo-abdominal form. The pla¬ 


centa mav be partially extruded and attach 
itself to any of the contained organs. Rup¬ 
ture may take place into an adherent ovary, or 
between the layers of the broad ligament. In 
the latter case if the foetus dies, we get ab¬ 
sorption or suppuration, or lithopedion. If 
it lives, the peritoneum is stretched and pushed 
up and away from the uterus and bowels to 
accommodate the growing foetus. Secondary 
rupture may occur in this variety also, in 
which case the foetus generally dies, but may 
continue to develop. As mentioned before, 
the foetus may form a mole, may undergo fat- 
tv degeneration into a mass of adipocerc or 
calcification into a lithopedion, or suppuration. 
Occasionally blood is found in the abdomen 
without being able to trace it to the tube. How¬ 
ever, without other evidence, chorionic villi 
can usually be demonstrated. When the preg¬ 
nancy reaches the seventh or eight month, or 
full term, spurious labor comes on, the feetus 
dies, the fluids are absorbed and the size of 
the tumor diminishes. Such tumors have re¬ 
mained thirty years or more, but the woman's 
condition is always one of invalidism. If in¬ 
fection takes place, death ensues from sepsis, 
or the mass is discharged piecemeal by sup¬ 
puration through abdominal wall, uterus, va¬ 
gina, bladder or rectum. The uterus is usu¬ 
ally.enlarged and a decidua is always formed. 
The size of the ovaries are increased and a 
corpus luteum is shown. 

SYMPTOMS. 

In early unruptured pregnancies, there may 
be no symptoms prominent enough to cause 
the patient to consult a physician. Frequently, 
however, there is. In about 50 per cent, of 
cases there are some of the early signs of 
pregnancy. There may be previous history of 
pelvic trouble. The woman is usually in good 
health, mother of children, between twenty- 
five and thirty-five years of age, and has been 
sterile for some time. Nearly always there 
is some menstrual irregularity. Amenor¬ 
rhea of long or short duration, nearly al¬ 
ways one period has been missed, and from 
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one to two weeks afterwards there comes on 
hemorrhage from the uterus, which may be 
profuse, usually not, but frequently continues 
for some time, due to separation in whole or 
part of the decidua. If carefully questioned 
the woman may have noticed some difference 
in the character and behavior of this dis¬ 
charge, compared with the normal. In the 
jVctc’ York Medical Record, June, 1906, Vine- 
berg, in a study of 53 cases, says the three car¬ 
dinal symptoms are, amenorrhea of long or 
short duration, irregular bleeding, and abdom¬ 
inal pain. There may be a sensation of weight 
in the pelvis, a sensitiveness and slight rigidity 
over the abdomen, especially at the time of 
the period. The pain is a very important 
symptom. It may be due to a small area of 
peritonitis, or to the uterus in its attempt to 
expel the decidua, but the form of greatest 
significance is the colicky pain due to hemor¬ 
rhage between the villi and the distension of 
the tube. It is usually sudden and unexpected, 
may subside and re-appear, may be accom¬ 
panied by a feeling of faintness, and the 
woman be compelled to go to bed. The ab¬ 
domen is frequently slightly swollen. Before 
rupture, the pain is often burning and throb¬ 
bing in character, due to increased vascularity 
and peritonitis. Coe says, “if the pain is 
sharp and colicky, localized to one side, at¬ 
tended by marked faintness, and followed by- 
intervals of hours or days of complete remis¬ 
sion, it may be pathognomonic, even without 
die accompanying symptoms of pregnancy and 
the presence of a tumor.” With these attacks 
of pain there is generally no fever, the pulse 
is accelerated. When the rupture occurs, there 
is a sudden sharp, stabbing pain in the side, 
frequently so severe that the woman falls to 
the floor in a state of unconsciousness. Pal¬ 
lor is marked, lips blanched, extremities cold, 
skin moist and clammy, respiration shallow 
and sighing, temperature sub-normal, pulse 
thready; nausea, vomiting, hiccough and oth¬ 
er signs of peritoneal irritation. If the hem¬ 
orrhage'is great and continuous, the patient 


may go into a state of coma, or extreme rest¬ 
lessness, which may end in death. If the hem¬ 
orrhage is not so abundant, the patient re¬ 
acts, but remains amende and disturbed, with 
sense of pain and discomfort in the region of 
the injury and a sensitiveness over the abdo¬ 
men. If the rupture is into the broad liga¬ 
ment, the immediate shock is still great, but 
the effect of severe hemorrhage usually is not 
so marked, but as the hemorrhage increases 
the pain of stretching and pressure becomes 
unbearable, and Dudley adds, besides the oth¬ 
er symptoms of shock and hemorrhage, the 
pinched features, the irritable condition of the 
patient, the restless tossing about in bed, the 
bloodshot eyes, twitching of the facial mus¬ 
cles, clenched fingers, piercing shriek, the un¬ 
bearable tenesmus, and agonized “bearing- 
down, leave an impression which can never 
be forgotten.” 

Physical Examination .—In all examinations 
and manipulations in suspected cases, one 
should be most gentle, remembering the great 
danger of bringing about the fatal accident of 
rupture. Before rupture there may be felt a 
mass to the side of the uterus, occasionally be¬ 
hind or before. The size varies from that of a 
pigeon egg to a fist or more. Generally, it is 
only slightly tender, pulsating in character and 
intermittent contractions may be felt, accord¬ 
ing to some. The uterus is slightly enlarged, 
and shape unchanged; the cervix is a little soft. 
After rupture if the hemorrhage is great, there 
are to be made out the signs of abdominal fluid. 
If not so great,a boggy mass may be felt in the 
cul-de-sac, soft at first, later hard, or if the 
hemorrhage is into the broad ligament an elas¬ 
tic tumor upon one side, pushing the uterus 
up and to the opposite side is determined. 
There may be a discoloration of the skin over 
the abdomen. If the foetus continues to de¬ 
velop, the positive signs of pregnancy may be 
elicited with the foetus closer to the surface 
than usual. 

Diagnosis .—As Lawson Tait said: “Abso¬ 
lute, accurate, diagnosis in the abdomen is far 
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from possible. Only the ignorant assert that 
it is, and only fools wait for it.” Frequently, 
where we cannot make a positive diagnosis, 
we may make a probable one with justice to 
ourselves anti patient. In an article in the 
American Journal of Obstetrics, September, 
1907, Dr. Harris has drawn a number of con¬ 
clusions, made from the study of 130 cases. 
He says, “first, of these cases more than 90 
per cent, consulted a physician because oi some 
pelvic trouble. Second, many of them were 
treated for several weeks. Third, the physi¬ 
cians because of carelessness and ignorance, 
delayed diagnosis until rupture. Fourth, most 
of the women were told that an abortion had 
occurred or was threatened. Fifth, about one- 
fourth were curetted. Sixth, some felt badly 
enough to remain in bed for days or weeks. 
Seventh, in the early stage only about 20 per 
cent, of the physicians even considered the 
likelihood of this trouble. Eighth, 99 per cent, 
in the early stage should recover. Ninth, a 
presumptive diagnosis is easy.” He further 
says that when any woman after puberty and 
before the menopause, who has menstruated 
regularly and painlessly goes from four to 
eighteen days over the time for her period, 
anti then begins to bleed, the discharge being 
different in quality, quantity or continuance 
from her normal flow and has pains general¬ 
ly severe in one side of the pelvis, or in the 
hypogastrium, ectopic gestation may be sus¬ 
pected. Note particularly any change in the 
discharge. It is frequently chocolate colored, 
may be sero-purulcnt and frequently has a pe¬ 
culiar slippery feel. Kaarsberg says, “When 
there is a violent or abnormally long menstrua¬ 
tion with only a brief intermission, if any, es¬ 
pecially when accompanied with pain in the 
hypogastrium, we should suspect ectopic ges¬ 
tation.” The finding of decidual cells in the 
discharge is considered by some good evidence, 
but by others as not so valuable. With the 
menstrual history, the sudden attacks of col¬ 
icky pains, with periods of quiet, abdominal 
sensitiveness and slight rigidity, with a mass 


to the side of the uterus, pulsating in charac¬ 
ter, and with perhaps some of the signs of 
pregnancy, we have a right, at least, to make 
a presumptive diagnosis. Diagnosis at the 
time of rupture is generally easy. In addi¬ 
tion to the previous history, there is the char¬ 
acteristic sudden, sharp pain, symptoms of 
shock and signs of internal hemorrhage, with 
either a mass or evidence of fluid in the abdo¬ 
men, and this combination forms a clinical 
picture, that will hardly leave any room for 
error. 

If the foetus is viable, there would be the 
positive signs of pregnancy. Where there has 
been a spurious labor unrecognized, a dead 
foetus could with difficult}' be diagnosed un¬ 
less the parts could be made out. 

Differential Diagnosis. — This condition 
must be differentiated from normal preg¬ 
nancy, ovarian andi uterine tumors, abortion, 
pyo-salpynx, intestinal perforation and va¬ 
rious colics. Hemorrhage into an ovarian cyst, 
or from a corpus lutcum may rarely confuse 
us. Most of these are easily differentiated. 
Probably the most difficult one is the strangu¬ 
lated ovarian cyst when seen for the first time. 
The tumor here would be smooth and tense, 
the uterus not enlarged and with no decidual 
discharge. In normal pregnancy the uterus is 
softer, there is only one tumor, the woman 
feels that things are progressing naturally. 
No decidua is expelled. In uterine myoma 
there is not usually the severe colicky pains of 
ectopic. In abortion we should have a reliable 
history that placental tissue or foetal parts 
have been seen, and in this case there would 
be no pelvic tumor if uncomplicated. In 
chronic salpingitis, the woman’s health has 
been poor, the period is usually not delayed, 
but frequently comes on too soon and too 
often. The tumor is bilateral frequently, and 
there is fever present. In ruptured pyosalpynx 
we have the history of infection, the pulse is 
not so fast as in ruptured ectopic, the symp¬ 
toms of hemorrhage are not present, the tem¬ 
perature is up from the beginning, the pain is 
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not so severe, but continuous. In ectopic there 
is usually no fever, until after rupture or abor¬ 
tion, when absorption is taking place, and then 
it is usually below 100 degrees. It is general¬ 
ly recognized that the diagnosis of early un¬ 
ruptured cases is often difficult, though some 
men, as Hirst, for example, claim to have been 
so fortunate in one-half of their cases. 

Prognosis .—According to present statistics, 
at least 50 per cent, of cases unoperated on, 
die, and 2 to 10 per cent, of those operated on, 

. but as early diagnosis becomes more frequent, 
the prognosis will become correspondingly bet¬ 
ter. 

Sittner collected 179 cases of delivery of liv¬ 
ing children. Quite a number continued to 
live, some were premature, some deformed, 
and many died later. He advises waiting until 
term, if possible, looking upon the results in 
such procedure much more favorably than 
others. 

Treatment .—Up to recent years the treat¬ 
ment was one of inaction with hope that a 
favorable termination might result. It is 
strange how long it took surgeons even of 
great ability to attack this condition in life, the 
pathology of which they were familiar with 
from post mortem examinations. Tait, him¬ 
self, says that he was actually shamed into do¬ 
ing his first operation from the unfortunate 
outcome of a case at Wolverhampton, in which 
the diagnosis of extra-uterine pregnancy was 
made by the medical man who requested 
that he operate. Though Tait agreed with the 
diagnosis, he had not the courage of his con¬ 
victions and gradually allowed the woman to 
bleed to death. From that time until now the 
number of cases operated on has been gradu¬ 
ally increasing each year, with a careful analy¬ 
sis of symptoms and early diagnosis, and time¬ 
ly recognition of the dangerous accident, and 
the results have correspondingly improved with 
the advance of abdominal surgery. Parry 1 com¬ 
pared the condition with rupture to a wound 
severing an artery, and Werth the condition 
to a malignant tumor. However we may 


look at it, the only rational treatment is opera¬ 
tion, and that as early as possible, except in 
rare cases where the child has passed the sev¬ 
enth month, the family is anxious for it to 
live and are willing to accept the risk and re¬ 
sponsibility. In early cases wherever there 
is a fair presumption, the abdomen should be 
opened and the mass removed entire. After 
rupture or abortion, if the woman is not in 
too much shock, operate at once. Give as lit¬ 
tle anesthetic as possible, clamp the vessels, 
give hypodermocylsis or intra-venous infusion, 
if indicated, lift out the clots, remove the tu¬ 
bal mass, pour in saline solution, and close 
without drainage. In the interstitial variety 
with rupture, it may be necessary to do a 
hysterectomy. If the woman's condition is 
good, we may do a vaginal section and drain, 
but if hemorrhage continues, abdominal sec¬ 
tion will have to be performed. As a result of 
a study of a number of cases, Orthman 
favors the vaginal route in early ruptured 
cases, because of a difference of three 
per cent, in the mortality. Noble in a 
report of 91 cases, operated abdominally 
in 89, two of which had first been opened 
by the vagina. Of these cases seven 
were unruptured, and in seventy there was 
complete or incomplete abortion. In late 
cases, if possible, remove the entire foetal sac, 
but if there is danger of hemorrhage from the 
separation of the placenta, remove the foetus, 
let the cord bleed, tie the ovarian artery, and 
leave the placenta in either to be absorbed or 
preferably pack around it and allow it to drain 
away. If possible, open extra-peritoneally. If 
it is not, suture the sac to the abdominal wall 
before opening. If there is infection and sup¬ 
puration, if possible, drain through the vagina. 
In cases of early rupture in which there is a 
good deal of hemorrhage' and severe shock, 
it is at times difficult to say which is the prop¬ 
er course: to wait for some reaction, which 
takes place in most cases; or to operate at 
once, preferring the risk of the addi¬ 
tional shock due to operation to the danger 
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of continued hemorrhage. In such cases the 
patient should be put in the most favorable 
condition for observation, the pulse noted 
every few minutes, watch closely every change 
in color or mental state of the patient which 
might guide us in determining whether shock 
was deepening or her condition slightly im¬ 
proving with reaction from the accident. 

Before detailing the cases, 1 wish to express 
my indebtedness and my thanks to Dr. A. T. 
Rossano, my former associate on the House 
Staff of Harlem Hospital, New York City, 
in which hospital the cases occurred, for his 
kindness in collecting the histories for me. 

I. The first case it was my' privilege to 
witness was one of such extreme gravity, so 
unfortunate in its termination, so typical in its 
clinical picture, and made such deep impres¬ 
sion on me that it awakened a most lively in¬ 
terest in the subject which has continued to 
grow with the opportunity of observing each 
succeeding case. A call was sent in for an 
ambulance. I answered it, getting to the 
house probably thirty minutes afterward. 
When 1 entered the room the woman was mor¬ 
ibund, lying upon the bed, the only sign of 
life being an occasional involuntary effort at 
inspiration. Following a few inquiries and a 
sufficient physical examination it was evident 
that the woman had suffered from a severe 
internal hemorrhage. Fifteen minutes before 
the woman had been talking naturally to those 
around her. The hemorrhage had come on so 
rapidly and the effect had been so overpower¬ 
ing that the family had not noticed the great 
change and the patient had not been able to 
call attention to her serious state. This was 
most probably a rupture of an interstitial tubal 
pregnancy. 

- II. The second case was one of special in¬ 
terest to me from a certain peculiar occur¬ 
rence in connection with it. * A hurry call was 
.sent in, and I was asked to take it. Whether 
from effects of recent discussion of and 
resulting interest in the subject, or from 


whatever cause, as soon as seated on the back 
of the ambulance there began to pass before 
me the character of case that was to preseut 
itself and the incidents which were to follow. 
On arriving I found tilings just as I had seen 
them, and proceeded to act accordingly. The 
case was one of a young Italian woman, first 
pregnancy. Had missed the last two periods. 
Three hours before seen she was seized with 
violent and sharp pains in the right lower por¬ 
tion of the abdomen and vomited. Symptoms 
of shock soon developed. She was in extreme 
condition when seen, pulse barely perceptible, 
conscious, very weak. Abdomen distended, 
and tender all over. As soon as put in the 
ambulance, I made compression of the abdom¬ 
inal aorta as high up as possible, and this com¬ 
pression was continued until the abdomen was 
cleansed for operation. At the time 1 thought 
I was doing a great deal, but since then I 
have doubted more and more whether I had 
practically done anything toward improving 
her condition. No mass was felt, but the 
whole wall was tender. Was operated on im¬ 
mediately. The abdominal cavity was filled 
with blood and dots, right tube enlarged and 
ruptured, and there was a twin pregnancy 
found of about three months’ development, 
each feetus having its own placenta and mem¬ 
brane. The cavity was irrigated, bleeding 
slopped, tube removed, and abdomen closed. 
An intra-venous infusion of 1500 c.c. saline 
solution was given on the table. The patient 
did fairly well for several hours, when rapid 
dissolution occurred. 

III. The third oise, admitted January 28, 
1908, twenty-eight years of age; married. No 
.previous history obtainable. Said to have ar¬ 
rived in New York, November 2, 1907, and 
from November. 3 until the latter part of De¬ 
cember, she had had a bloody vaginal dis¬ 
charge. Then the flow stopped and she began 
to experience abdominal pains, which had 
grown steadily worse, confining her to bed. 
On admission, temperature 99,.pulse 100. Ab¬ 
domen prominent and voluntarily rigid. Round 
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mass in median line the size of a large or¬ 
ange, vaginally the cervix was hard, long and 
pointed to the symphysis. The fundus could 
not be mapped out. Large tender and tense 
mass to the side of the uterus, seemingly 
crowding the uterus and all down toward the 
cutlet. Provisional diagnosis, ovarian cyst, 
with twist in pedicle. The next morning while 
being examined by the visiting surgeon, the 
tumor broke and the patient went into shock 
and collapsed with all the signs of internal 
hemorrhage, rapid, feeble pulse, thirst, anx¬ 
iety, pain, and generalized tenderness. Taken 
to the operating room and opened at once. 
Large quantity of bloody fluid and old clots 
escaped. Some of the bleeding was active and 
fresh. Right tube was found large and rup¬ 
tured and adherent to the lateral wall of the 
pelvis. Tube was clamped and removed. 
Bleeding from old adhesions could not be 
stopped, so vaginal section was done and the 
bleeding area packed with iodoform gauze. 
She had some fever for several days, but aside 
from that made a good recovery. 

IV. Admitted February 10, 1908, aged 27; 
single. Denied possibility of pregnancy, the 
last period was three weeks ago, which lasted 
two weeks. Seven days before admission, her 
discharge stopped and she suffered with sud¬ 
den cramp-like pains in the right iliac region, 
and later in the hypogastric region, pain 
worse at times. Had not vomited, but was 
nauseated on day of admission; had been in 
bed four days. Temperature 100.4, pulse 120. 
In the right lower quadrant of the abdomen 
there was tenderness, and a mass just above 
the brim of the pelvis. The uterus is fixed 
and larger; vaginally the mass was felt ex¬ 
tending upward and to the right of the uterus, 
being tender and hard. On opening the ab¬ 
dominal cavity it was found that the omentum 
and small intestines were adherent to the ab¬ 
dominal wall and pelvis, thus walling off a 
cavity that was full of old clots and fluid. 
Tube found to be enlarged and ruptured, the 


ovaries cystic. These were removed, the cav¬ 
ity cleansed, and abdomen dosed. Recovery 
good. 

V. Admitted September 25, 1907, aged 26 ; 
married. One child, two years old. Supposed 
to have had an abortion two months ago, was 
well for two weeks, then had more bloody 
flow for two days, passing several clots. For 
six weeks previous to admission she would 
flow for two or three days in every two weeks, 
the last bloody discharge being day before 
admission. A week ago she had cramp-like 
pains in the lower abdomen, more on the left 
side, associated with tenderness. Two days 
ago she had chill, fever and sweat On day 
of admission she also had chills and vomited 
several times. In extremely weak condition. 
Temperature 100.4, pulse 96, respiration 30, 
and appeared septic, so much so that one of 
the surgeons walking through the ward no¬ 
ticed her and predicted a fatal issue. Her 
condition was so poor that the operation was 
started with cocaine. When the peritoneum 
was reached, ether was administered, patient 
taking only about half an ounce during the 
entire operation. The abdomen was full of 
dark fluid blood and some clots. Left tube was 
enlarged and ruptured. Removed, cavity 
cleansed, and abdomen closed. 1000 c.c. ster¬ 
ile saline intravenous infusion. Patient made 
a slow, but good recovery. 

VI. Admitted October 21, 1907, aged 35; 
married three years. Menses irregular for- 
first six years, but regular for the last fifteen 
years. No children, one miscarriage a year 
ago. Last regular period five weeks ago, but 
at this period as well as the one before it the 
amount of blood was slightly less than usual. 
Yesterday felt perfectly well, today while 
boarding street car noticed sudden sharp pain 
in lower abdomen; while in car pain increased 
to such an extent she got off in order to get 
to a friend’s house. She was able to walk one 
block, but in attempting to go up a flight of 
stairs she fainted. When seen was suffering 
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from air-hunger, was pale and in great shock. 
Pain was severe and radiated to vagina. She 
vomited, was so weak she could not raise her 
head from the pillow. Physical examination: 
young woman, well nourished, conscious, but 
pale; skin moist and clammy, thirsty and in 
shock. The abdomen firm, round, tender in 
the lower half, vaginally a tender mass was 
felt upon the left side. Pulse S4, temerature 
9S. Operated on the same night. Abdominal 
cavity found to contain a large amount of 
blood and clots; left tube enlarged and rup¬ 
tured. Removed, abdomen closed and intra¬ 
venous infusion given. Recovery good. Diag¬ 
nosis by physician who sent in call was Va¬ 
ginitis with syncope.” 

VII. Admitted October 10, 1907, aged 2a; 
married. Last period August 28; one child, 
l-'or nine days before admission patient had 
slight bloody vaginal disdiarge. Three days 
before admission had some abdominal pain. 
On the evening before, while at stool was 
seized with severe abdominal cramps to right 
and below the umbilicus. Fainted several 
times and also vomited during the evening. 
On admission she still had pain and wastliirs- 
ty and suffering with air-liunger. Tempera¬ 
ture 9S, pulse could not be counted. Woman 
was poorly nourished, expression anxious and 
suffering from shock. Abdomen distended, 
uniformly rigid and tender on the right lower 
side. Taken to the operating room at once. 
Abdomen found full of bloody fluid and clots. 
Right tube enlarged and ruptured, bleeding 
actively. Mass removed, cavity cleansed, ab¬ 
domen closed, 1000 c.c. saline infusion given; 
returned to ward in fair condition. Recovery 
prompt. 

VIII. Admitted August 27, 1907, aged 24; 
married. History of pelvic peritonitis two 
years ago. Menses always irregular. Had 
a five-months’ miscarriage and a seven-months 
premature child. Last menstruation June. 13. 
Three weeks before admission patient noticed 
a slight bloody discharge occurring irregu¬ 


larly; at the same time had some abdominal 
pain.’ On the evening of the second day be¬ 
fore coming to the hospital, patient was seized 
with cramp-like pains in the lower abdomen 
and vomited. The pain had continued since 
and at times was sharp, like a stab. Pain re¬ 
ferred more to the left side. On the evening 
before admission she experienced a sudden 
sinking sensation, accompanied by great thirst, 
and also vomited several times. She had no 
fever or chills; she was constipated and had 
pains in the region of the rectum. Physical 
examination: rather delicate in appearance; 
abdomen rigid and tender in the lower half. 
Vaginally the uterus found slightly enlarged; 
cervix, soft; mass in each fomix; larger, more 
tender and more elastic on the left side. 
Bloody discharge present Temperature 99, 
pulse 96. Next morning after being examined 
by the visiting surgeon, patient suddenly went 
into shock, pulse reached 140, skin cold and 
clammy, expression anxious, together with 
thirst and other symptoms of hemorrhage. 
Operated on at once; abdomen contained blood 
and clots; left tube enlarged and ruptured 
from which a two-months’ foetus had escaped. 
This was removed with tube. Upon the right 
side there was an old hematosalpinx, which 
had probably originally been an ectopic preg¬ 
nancy. This was also removed, together with 
a portion of a cystic ovary, intravenous in¬ 
fusion of 1500 c.c. given; patient sent to ward 
in fair condition. Recover)’ slow, but good. 
Several days after operation, she passed a 
complete decidual cast of the uterus. 

IX. Admitted August 7, 1906. Aged 40; 
married. Last period was missed. Nine days 
before admission patient was taken with se¬ 
vere pain in the lower abdomen and back-and 
was nauseated. A continuous slight vaginal 
discharge was present; was a well-nourished 
woman; had tenderness in the hypogastnum, 
with tenderness and rigidity over the right 
lower rectus. Swelling and boggy mass in 
posterior cul-de-sac, with tenderness and fluc¬ 
tuation. Temperature, pulse and respiration. 
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normal. Posterior vaginal section performed; 
dark, bloody fluid anil clots removed; pelvic 
cavity packed with iodoform gauze. Recov¬ 
ery uneventful. 

X. Admitted July 7, 1907, aged 24; mar¬ 
ried. Menstruation always painful. One full 
term child five years ago. Five weeks ago pa¬ 
tient had menstrual flow, which has con¬ 
tinued since; had chills almost daily, with tem¬ 
perature 100 to 102. Two weeks before ad¬ 
mission had severe pains in lower abdomen, 
with vomiting, chills and fever. Pain more 
severe on the right side. Temperature 99.8, 
pulse 100. Physical examination: Pale, waxy- 
looking female; abdomen tender and rigid in 
the lower half, especially on the right side, 
where there was an indefinite mass; vaginally 
a large tender mass was felt in the posterior 
cul-de-sac. Pus tube with abscess formation, 
was diagnosed. Vaginal section done with 
only the finding of blood. Abdomen then 
opened; bloody fluid and clots in the cavity; 
right tube enlarged; ruptured and collapsed. 
Removed, abdomen closed and vaginal drain¬ 
age left in. Recovery slow. 

XI. Admitted June 28, 1907. Aged 42; 
married. Two children, the youngest 12 years 
of age; last period May 8. Day before admis¬ 
sion patient experienced sharp pain in the ab¬ 
domen, and had bloody discharge from the 
vagina; was a well-nourished woman; tem¬ 
perature 100.8; pulse 140, feeble in character. 
Was in a good deal of shock; expression anx¬ 
ious, rigidity and tenderness in abdomen; ten¬ 
derness in the cul-de-sac. Operated on imme¬ 
diately; cavity found full of blood and clots. 
Tube enlarged, ruptured and still bleeding. 
This was removed and treatment as usual. Re¬ 
covery normal. 

XII. Admitted April 9, 1907, aged 23; mar¬ 
ried ; no children; two miscarriages at two and 
six months, respectively. Last period January 
28. Four days previous to admission had been 
complaining of pain in lower abdomen and 
back, especially upon moving of bowels. At 
times the pain was worse than others. For 


the last three days there had been a bloody 
vagina! discharge. Pain and tenderness over 
the lower half of abdomen; tender mass in 
cul-de-sac. Operated on April 12, three days 
after admission. Mass found to be right-sid¬ 
ed tubal pregnancy. Treatment usual; re¬ 
covery good. 

XIII. Admitted first part of May, 1907. 
Diagnosis of extra-uterine pregnancy made. 
Patient's condition was good; operation was 
delayed for a few days. Examination under 
anaesthesia revealed no mass, so only a curet¬ 
tage was performed. Admitted for the- sec¬ 
ond time May 24, 1907. For the two days 
before admission had pains in the lower ab¬ 
domen, violent in onset and were intermittent 
in character. Temperature 104; pulse 104. 
Abdomen rigid and distended. Large mass to 
the left extending almost to umbilicus. Large 
tender mass felt in cul-de-sac. Operated on 
left tube; found enlarged and ruptured, con¬ 
taining feetus and placenta. These were re¬ 
moved. Patient seemed to be in good condi¬ 
tion. There was no active hemorrhage, and 
she appeared to make a good recovery. In the 
Fall she returned to the hospital with acute 
intestinal obstruction, and died after opera¬ 
tion. 

During the short period- of a month this 
spring in Nashville, I have seen one opera¬ 
tion, and learned of another case where diag¬ 
nosis was made before rupture. The first was 
that of a woman aged 23, sterile for two 
years; never very strong since the last labor; 
missed her period in March and again in April. 
The latter part of April she began to suffer 
with slight colicky pains in the lower part of 
the abdomen, mass felt to the side of the uter¬ 
us, but contrary to the ordinary run of cases, 
there developed no irregular bleeding until 
two days before operation in the first part of 
May. The time was set for operation; three- 
quarters of an hour before this time she be¬ 
gan to suffer symptoms of shock and internal 
hemorrhage so severe that by the time she was 
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put on the table she was practically exsanguin¬ 
ated, and could scarcely breathe because of 
the great abdominal distension from blood. 
Abdomen opened, bleeding vessels clamped, 
products of gestation were found in process of 
expulsion from the end of the tube. 

The other was a case, the history of which 
I do not know, but I saw the operation. Ec¬ 
topic had been suspected and was verified. 
There was no hemorrhage in the abdominal 
cavity, but the large tube was removed, and 
found to contain the fatal sac. 
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EDITORIAL 


THE EXISTENCE OF TROPICAL DIS¬ 
EASES IN THE SOUTH. 


Since the Spanish-American War and the 
constant communication between this country 
and the South American countries, especially 
Cuba and the Panama Canal District, there is 
a strong likelihood that the physicians of the 
South will have to contend with certain trop¬ 
ical diseases, which will be brought into this 
country by the interchange of travel. There 
can be no doubt but that amoebic dysentery is 
far more common than ordinarily conceded. 
The writer has seen in the last six months 
seven cases of diarrhea in which the amcebrc 
was found in the stools. None of the cases 
had been in foreign countries, and evidently 
had been infected from other cases imported. 
It is good practice in every case of obstinate 
diarrhea that the doctor examine the stools 
carefully and thoroughly for the existence of 
the amoebte, and it should be remembered that 
if the dejecta is allowed to cool, the motility 
of the micro-organism ceases, making it ex¬ 
tremely difficult to find, hence the stools should 
be gotten preferably by a long rectal tube and 
immediately submitted to microscopical exam¬ 
ination. If this is done as routine practice 
throughout the Southern States, I feel sure 
that many cases of amoebic dysentery which 
have heretofore been overlooked will be re¬ 
ported. The same is possibly true, especially 
in the more southern portions of this country, 
with uncinaria. Since Stile’s work in this re¬ 
gard cases have been reported from widely 
separated communities of Hook Worm Dis¬ 
ease, and it is with the hope that the doctors in 
the South will make examinations for this and 
other tropical diseases that this article has 
been written. 


The proven cause of so many of these spe¬ 
cific infectious diseases is so well known now 
and such wonderful lessening in their dangers 
as shown by yellow fever in Cuba and perni¬ 
cious malaria in the Panama Isthmus that 
the profession not only deserves the thanks 
of this country, but should be inspired to great 
labors in this connection until all epidemic dis¬ 
eases will be practically kept from our bor¬ 
ders. 

This Journal is open to reports of cases 
from any reliable source throughout the South 
and will welcome any original work along this 
line. We are now trying to arrange for a se¬ 
ries of articles on the methods used and the 
diseases met with and controlled, from the pen 
of one who has spent years under Dr. Gor- 
gus of the Panama Canal Commission, and it 
is hoped that from time to time we may be 
able through photographic slides to give our 
readers the benefit of the various rarer forms 
of parasites seen in that country by mounted 
specimens. We feel that in doing this we can 
give our readers the benefit of accurate pic¬ 
tures of these micro-organisms as well as the 
result of practical experience gained by work 
in that district from the hands of a man who 
is thoroughly competent. 

THE WATER SUPPLY OF CITIES. 


Since the discovery of so many water-borne 
diseases, and especially the almost universal 
prevalence of typhoid fever from this source 
the question of the water supply of. cities and 
towns is not only becoming one of great scien¬ 
tific interest, but of actual economic import¬ 
ance. The health of any community and the 
mortality rate of any city are important fac¬ 
tors in determining their population and pros- 



